Introduction
Poverty is a seemingly intractable problem among many people with serious mental illness (SMI). It is a damaging, distressing, and needless part of the daily life of many that stunts their recovery and thwarts their ability to live the lives they want for themselves. Although poverty is not the inevitable outcome of living with an SMI, it is one that we are too willing to tolerate. Notably, the problem of poverty persists some 40-50 years after deinstitutionalization. Despite advances in community-based support, employment, and housing interventions, there are no credible strategies to alleviate poverty on a broad scale. This paper examines the issue of poverty among people with SMI, positioning it as a key issue to be confronted by community mental health (CMH) systems, practitioners, and researchers. It argues that community psychologists, with their concepts, methods, and values, are well positioned to contribute to this important issue. However, it also demonstrates that addressing poverty requires collaboration from community psychologists with practitioners from other fields and domains of expertise to begin to make progress.
We begin by presenting and discussing three perspectives on poverty: (a) monetary resources, (b) basic needs, and (c) capabilities. Drawing from these perspectives, we consider the current ability of CMH systems to address poverty, and we outline a way forward for the development of strategies to address poverty among people with SMI. Progress will require multi-sectoral collaboration at various ecological levels to address the multidimensional nature of poverty. The strategies build on the recognition that mental health systems rarely are directly concerned with poverty given their focus on individual-level mental O R I G I N A L A R T I C L E health-related outcomes. We discuss how community psychologists are well positioned to participate in cross-and trans-disciplinary research and action to address poverty, evaluate poverty reduction strategies, and create and support cross-sectoral collaborations to develop and enact poverty reduction strategies with clear and achievable poverty reduction goals.
What is Poverty?
There is no commonly agreed upon definition of poverty. How it is defined is important as our understanding of poverty determines who is counted or not counted among the poor, as well as the solutions to the problem we propose (Ruggeri Laderchi, Saith & Stewart, 2003) . Ruggeri Laderchi et al. (2003) outlined a number of issues that arise when trying to define poverty. Some of these issues will inform our discussion in this paper. For example, they discuss the spheres of concern that inform definitions of poverty. Are we only concerned with monetary or material deprivations (e.g., housing, foods, or goods) or also with social and political deprivations? Lister (2004) has pointed to a relational or symbolic dimension of poverty involving a lack of voice, the experience of disrespect and humiliation, feelings of shame and experiences of stigma, and a loss or rights and diminished citizenship. Although social and political deprivations can be bound up with monetary and material deprivations, they may also be somewhat independent of them such that the alleviation of monetary or material deprivations does not necessarily alleviate the social or political deprivations for some. Alternatively, it might be that social or political deprivations are the root causes of material deprivations among stigmatized groups. There is nothing intrinsic to SMI that links it to poverty. Rather, it is more likely that the social and political marginalization of people with SMI leads to the acceptance of poverty in this group. When people are not able to effectively voice their perspectives and advocate on their own behalf, their concerns are less likely to be addressed. Moreover, when people are perceived to be dependent and to lack of capacity, there can be a lack of interest, let alone urgency, in providing a decent income or promoting voice and social inclusion.
Ruggeri Laderchi et al. (2003) also point to the issue of the unit or level at which we assess poverty (e.g., individual, family, region). Our concerns with people with SMI typically reside at the individual level. CMH programs are typically directed at individuals in the form of therapeutic interventions, case management, or individual housing or employment interventions. Rarely do we consider that people with SMI may already, or may want to, live with their own partners or families, or wish to pool resources and live collectively. Collective action, as is found in consumer/survivor initiatives and other forms of self-help or mutual aid (Brown & Wituk, 2010; Nelson, Ochocka, Janzen & Trainor, 2006) , is rarely a central component of CMH systems. The individuation of people with SMI may be a factor in the perpetuation, or at least the amplification of poverty, as interventions do not address issues beyond the level of the individual. There is also a need to track poverty at broader aggregate levels. Better tracking of poverty at national levels would more accurately determine the extent of the problem, as well as provide benchmarks for evaluating the success of various policies and large-scale interventions. Poverty may also be tracked at various regional levels. Poverty, in its various monetary, material, social, and political forms, may be experienced more acutely in some regions over others due to variations in income, housing, transportation, employment, or social cohesion.
Ruggeri Laderchi et al. (2003) also identify the time horizon of poverty, referring to the period of time over which poverty is measured. Whereas poverty may be assessed over the lifetime, or the extent to which people are poor throughout their lives, a time perspective may also consider the critical circumstances or events in life which lead to or out of poverty. A key observation from such a perspective may be how the onset of SMI is associated with either a gradual or a precipitous slide into poverty. Additionally, a temporal perspective may consider whether various interventions addressing social determinants of health (e.g., housing, employment, education) provide or do not provide routes out of poverty.
There are other issues identified by Ruggeri Laderchi et al. (2003) , such as the universality of a definition of poverty (whether it should apply to all countries or just one), whether objective or subjective indicators should be used, and the use of relative or absolute lines demarcating the poor from the non-poor. Suffice to say that there is no simple way to define poverty. In this paper, rather than an exhaustive review of these various perspectives, we have decided to present three: (a) monetary resources, (b) basic needs, and (c) capabilities. We have selected them because they offer different understandings of what it means to be poor, but also offer different suggestions for what can be done. We will define each of these perspectives and discuss how they apply to our understanding of poverty facing people with SMI. Where available, we draw upon evidence that shows how people are affected by poverty from these perspectives. In a subsequent section, we draw again on these perspectives in a review of ways to begin addressing poverty in this population.
The Monetary Resources Perspective
The monetary resources perspective is the dominant perspective on poverty (Ruggeri Laderchi et al., 2003) . Indeed, it is the one most of us instinctively adopt when we think about what it means to be poor. In essence, from this perspective, people are poor because they lack economic resources, such as income or savings, and this lack of resources limits their ability to participate in society (Nolan & Whelan, 2010) . Monetary indicators of poverty are considered proxy indicators of various aspects of poverty, including welfare, lack of resources, nutrition, and health (Nolan & Whelan, 2010) . Their value is that they are based on data that are widely available (Ruggeri Laderchi et al., 2003) . One way to determine whether someone is poor based on monetary resources is to use some kind of line or cutoff such that those whose incomes fall below it are poor, and those whose incomes are above it are not. There is no clear point at which to draw such a line, and it can be a matter of debate as to where it should be set (Nolan & Whelan, 2010) . When set higher, an increasing number of people are identified as living in poverty, which indicates a failing of society and a need for remediating action. Conversely, a lower line reduces the number of people identified as poor and leads to a perception of less urgency for action.
Evidence is difficult to find that directly points to the number of people with SMI who live in poverty, from a monetary resources perspective. In the province of Ontario, Canada, people with SMI are eligible for the Ontario Disability Support Program. Through this program, the monthly income for an individual with no dependents is $649, plus a maximum monthly shelter allowance of $479, for a total monthly benefit of $1,128 per month or $13,536 per year (Ministry of Community and Social Services, 2017) . The 2012 Canadian Survey on Disability reported that the median income for people with mental health-related disabilities, across Canada, was $14,700 (Wall, 2017) . These annual incomes place people with SMI below the low income cutoff (LICO) for a single individual living in a community with more than 30,000 ($16,836) or 100,000 inhabitants ($20,160) for the most recently available year (Statistics Canada, 2015 . Indeed, about 26% of people with a mild mental disability (including intellectual and psychiatric disabilities) and 30.5% of people with a severe disability in Canada live in poverty, in comparison to only 8.6% of people with no disability (Wall, 2017) .
In the United States, 3.4 million individuals, the majority of whom had mental illnesses, received an average of $634 in Supplementary Security Income (SSI) and an additional 1.4 million individuals also received an additional Social Security Disability Insurance (SSDI) income, raising their average total monthly income to $763 (Social Security Administration, 2012 , cited in Shinn & McCormack, 2017 . According to one estimate, poverty rates among people with mental illness-related disabilities in the United States may be as high as 30%, compared to only 10% of people without a disability (Stapleton, O'Day, Livermore & Imparato, 2006; Vick, Jones & Mitra, 2012) . Overall, people with mental illness-related disabilities represent about 34% of SSI recipients, and 28% of disabled workers on SSDI, in the United States (Hansen, Bourgeois & Drucker, 2014; Vick et al., 2012) .
Although data on indicators such as income are easily found (Ruggeri Laderchi et al., 2003) , one of the key limitations of using a cutoff to establish poverty is the assumption that people have similar economic needs. In fact, people with disabilities may have greater financial needs, and even with more income may experience greater deprivation relative to others with lower incomes (Sen, 1999) . These needs may be for assistive devices, additional services, medications, or restricted diets. Moreover, these needs can wax and wane over the course of a person's life such that a sufficient income at one point in one's life may not be sufficient at another point. Alternatively, the monetary perspective is limited when only income is considered as an indicator of poverty. People vary in the other, non-income, monetary resources that they can draw upon when their income dips below the poverty line, including savings, credit, or other assets that can be monetized, such as a house (Nolan & Whelan, 2010) . People who have mental health issues have been shown to have much lower levels of savings than people who have no health issues or people who have physical health issues (Gresenz & Sturm, 2000) . People with SMI who have experienced chronic poverty due to protracted periods on government assistance may not have access to other sources of money or assets. Moreover, the receipt of this government assistance may be contingent on the demonstration of need, in terms of the depletion of these savings and assets.
The sufficiency of economic resources also varies as a function of social status. Those who are more marginalized and isolated cannot rely on family, friends, neighbors, or other associates to share or pool resources to meet their needs and reduce their costs (Cook & Mueser, 2016) . Those who participate in more resource-rich social networks or environments may be better able to meet their needs despite limited financial resources. Finally, the sufficiency of lower incomes for meeting personal needs varies depending on where people live. Regions can vary greatly in terms of housing or food affordability. In some regions where these costs are high, incomes above poverty lines may not be sufficient for people to meet other basic needs after paying rent or grocery bills. Conversely, lower incomes may be adequate where the costs of living are lower. It is notable that the amounts that people are paid through social welfare programs rarely take into account local costs and are instead standard across larger geographical regions.
The Basic Needs Perspective
A second way to think about poverty is in terms of the ability to meet one's basic needs. This basic needs perspective recognizes that some people have few economic resources, but are able to convert what they have into well-being (Palmer, 2011) . Some contend that there is a set of basic needs that are universal (e.g., across nations) and that inability to satisfy these needs represents poverty (e.g., food, safe drinking water, sanitation, and shelter; Streeten, 1984) . Nolan and Whelan (2010) assert that these non-monetary indicators not only provide a more accurate picture of who is poor, but they also capture the multidimensional nature of poverty and social exclusion. This social exclusion can extend to low levels of education, poor health and access to care, inadequate housing, and exclusion from the labor market (Nolan & Whelan, 2010) .
The struggles of people with SMI to meet their basic needs and the damaging consequences associated with unmet needs have been widely studied. For example, people with SMI face barriers to finding and keeping housing, which leads to disproportionate rates of mental illness among homeless populations. In a recent meta-analysis, homeless people in Western countries had higher rates of psychotic and major depressive disorders compared to the general population although estimates varied greatly by region, highlighting the value of considering local factors that may contribute to differing prevalence rates (Fazel, Khosla, Doll & Geddes, 2008) . Furthermore, people with mental illness are at increased risk of food insecurity than the general population (Muldoon, Duff, Fielden & Anema, 2013) indicating that there are multiple basic needs in which people with SMI are vulnerable to deprivation.
These challenges in meeting basic needs are almost certainly related to low incomes. But as we have noted, they are also related to social exclusion and isolation, which leads to a restricted range of others who can help people to meet their needs. These challenges can also be associated with the nature of the neighborhoods that people can afford to live in with their limited incomes. These neighborhoods can include other people who are similarly struggling to meet their needs, and a lack of resources and services available to help them. Finally, the challenges in meeting basic needs can likely be linked to the stigma of people with SMI and the discrimination they experience which prevents them from accessing the settings and resources they require.
Although housing, food, safe drinking water, and sanitation are uncontroversially identified as basic needs, difficulties arise when seeking agreement on what else should be included. Transportation, for example, may be a basic need in some locales but not in others. Whereas in more spread out urban areas, or in rural areas, the accessibility and affordability of transportation may be a key basic need for acquiring food, maintaining social relationships, or seeking services; in other locales it may not be associated with impoverishment. Increasingly, access to technology, mobile phones, and the Internet may be seen as a basic need for acquiring information, democratic participation, or accessing services. Still, other basic needs, such as meaningful connections with others or democratic participation, can be difficult to quantify, particularly on an aggregate level.
One of the limitations of this perspective is its emphasis on the ability of individuals to meet their basic needs, given their economic resources, rather than an equal consideration for resource availability (Shinn & McCormack, 2017) . Economic resources may only be one reason why people cannot meet their basic needs. Other reasons may be that needed resources are inequitably distributed or that people, based on group membership, are denied access or opportunities to meet their basic needs. This denial can be based on geography, disability, ethno-racial background, or some other characteristic of group members. The critical point is that some people may be, deliberately or not, excluded from acquiring resources or opportunities to meet their needs.
The Capabilities Perspective
A third view of poverty is the capabilities perspective. Advanced by Sen (1999) , this perspective does not emphasize the resources that individuals have at their disposal, or the basic needs that they have satisfied, but instead the substantive freedoms that people have to lead the kind of lives they want for themselves. A key concept in this approach is capabilities or the ability of individuals to engage in the roles or activities they wish, given their own capacities, and the constraints and opportunities afforded by their environment (Shinn, 2015) . A capability set is the set of freedoms or possibilities open to a person (Shinn, 2015) . Functionings are what people are able to achieve, what they are able to be or do, given their capabilities (Lister, 2004) .
According to Sen (1999) , from a capabilities perspective, poverty is the deprivation of capabilities rather than limited economic resources. Sen contends that income is merely instrumental and has no value on its own. It is useful for enabling us to accomplish or to get what we value. In contrast, capabilities reflect what is intrinsically important to people, what they wish to achieve. As we have previously noted, other factors internal or external to the individual may enhance or abate the deprivations associated with low incomes. A focus on capabilities rather than income brings into focus a clearer picture of the deprivations in people's lives. Nonetheless, there is an important bidirectional relationship between income and capabilities. Not only would an increase in income contribute to increased capabilities, but increases in capabilities would likely also lead to an increase in the ability of the individual to secure a higher income. Whether through the provision of basic services (e.g., healthcare or education), more intensive or specialized supports (e.g., supported employment), or minimization of barriers (e.g., through assistive devices), when people have greater capabilities, they should have more opportunities to increase their income.
An important observation from the capabilities perspective is that the provision of greater economic resources alone may not always be sufficient to raise some from poverty without also attending to capabilities. According to Ruggeri Laderchi et al. (2003) , the capabilities perspective brings into view a wider range of strategies for addressing poverty than merely increasing income. Although strategies may include efforts at the individual level to increase capabilities by increasing knowledge, building skills, or minimizing disability, they also direct attention at changing the environmental barriers that restrict capabilities or to increase opportunities. As Shinn (2015) has noted, Sen identifies most of poverty reduction efforts at macro-systemic levels, in the forms of antipoverty programs or policy changes. While certainly necessary, Shinn (2015) also points to the value of mediating structures, such as empowering organizations in which members can experience mutual support and take on meaningful roles to gain experience and skills (Maton & Salem, 1995) .
One important example of a mediating structure for people with SMI is consumer-run organizations (CROs). Encompassing organizations with a wide range of activities and goals, the critical feature of CROs is that consumers of mental health services are in charge of these organizations and play meaningful roles within them (Brown & Rogers, 2014) . By participating in these settings, individuals and groups can address the social and political deprivations associated with poverty, through mutual support, increasing social capital, and gaining skills.
Sylvestre (2017) advocated a view of citizenship that emphasized a legal dimension (i.e., a rights-based perspective emphasizing the relationship between the individual and the state), a normative dimension (i.e., expectations for participation in civic and community life), and a lived dimension that emphasized how citizenship is experienced and exercised on a daily basis. For Sylvestre (2017), the major barriers to citizenship lie in environments that are limiting, discriminating, and impoverished, and thus, like with the capabilities perspective, the primary locus for change is environmental, social, and political, rather than rehabilitative change at the individual level. Specifically, on the topic of community-based housing, he pointed to the need to focus on identifying and addressing discrimination and barriers to citizenship in local neighborhoods and services. Through changes in these contexts, capacities of neighborhood residents would be increased. Allmark and Machaczek (2015) have made specific suggestions for increasing financial capability. They identified social and environmental changes that could be made to increase financial capability, including "making cheaper finance available through Credit Unions; working with the Police to remove loan sharks; helping individuals with debt; removing barriers to employment; and ensuring individuals take benefits and tax breaks they are due" (Allmark & Machaczek, 2015, p. 4) . In summary, then, from the policy level to the local level, there are a number of environmental changes that can be made to increase the capabilities of people with SMI.
There are some limitations with the capabilities approach. Although Nussbaum (2000) has proposed some central capabilities, there is no consensus on what are the core or basic capabilities. The lack of specification of these capabilities makes the priorities for action unclear. Moreover, measuring these capabilities is quite difficult. Whereas the measurement of functionings (such as life expectancy, morbidity, and literacy) is clear (Ruggeri Laderchi et al., 2003; Shinn, 2015) , it is unclear how to measure capabilities in terms of barriers or opportunities for freedom. Available measures appear to measure perceptions of capabilities (e.g., Al-Janabi, Flynn & Coast, 2012; Lorgelly, Lorimer, Fenwick, Briggs & Anand, 2015; Simon et al., 2013) rather than features of the environment that present unfreedoms and limit capabilities.
Despite the challenges in measuring capabilities, in terms of functionings, the picture is clear. Research has demonstrated that SMI is associated with shorter life expectancies. On average, the lives of people with schizophrenia are 14.5 years shorter than the general population (Hjorthøj, St€ urup, McGrath & Nordentoft, 2017) . People with SMI also have lower rates of literacy (Sentell & Shumway, 2003) , educational attainment (Breslau, Lane, Sampson & Kessler, 2008) , and employment (Kooyman, Dean, Harvey & Walsh, 2007; Lehman, 1995) than the general population. There is much that can be done to increase the functionings of people with SMI, by increasing their capabilities.
Community Mental Health and Poverty
By any definition, people with SMI live in poverty despite a CMH movement that has continued to evolve since deinstitutionalization. The shortcomings of the movement lie not only in underfunded and under-resourced systems, but also ones that are traditionally deficit-oriented and focused on symptom reduction and maintenance (Nelson, Kloos & Ornelas, 2014a) . Despite significant developments, CMH programs and systems are inadequate in their current orientation and form to address the problem of poverty. In the following paragraphs, we discuss why CMH programs and systems are inadequate, working from our three perspectives on poverty. In advance of our discussion, we acknowledge the challenges in making general comments about CMH systems, as they vary considerably in their development and components from region to region. What counts as part of or not part of CMH systems may be difficult to determine as their boundaries are not clear. We also acknowledge that a number of our recommendations for action are likely already happening in some jurisdictions. Our claim, though, is that the kinds of actions that we are suggesting are not typically promoted by the field, nor considered among its core practices. An examination of recent textbooks and surveys of the field (e.g., Davis, 2014; Rosenberg & Rosenberg, 2013; Thornicroft, Szmukler, Mueser & Drake, 2011) revealed that neither poverty nor the kinds of actions we advocate were considered. When policy is considered in these books, the discussion is restricted to mental health policy.
We also work from the assumption that poverty must be a concern for CMH systems and programs. Poverty is damaging for anyone, but given its serious, direct, and negative impacts on health and recovery for people with SMI who are already vulnerable (Cook & Mueser, 2016) , particular attention is warranted. Interventions addressing other social determinants of health, like housing and employment, are readily accepted parts of our mental health systems. Consequently, there is no need to exclude poverty reduction as a key focus of CMH systems. In the following paragraphs, we explore each of our three perspectives on poverty, and discuss the current common practices or programs that are most relevant, as well as their potential limitations. We also make recommendations for moving toward more effectively addressing poverty. Table 1 provides an overview of this discussion.
The Monetary Resources Perspective
From the monetary resources perspective, people are poor because they do not have sufficient economic resources. From this perspective, it is clear that there are presently no widely available, evidence-based interventions that provide people with SMI with the means to secure sufficient monetary resources to raise their incomes above the poverty line. Some suggestions have been offered to enable people to become more financially literate and to improve their money management. Elbogen, Tiegreen, Vaughan and Bradford (2011) offered a list of rehabilitation goals for improving money management skills including increasing knowledge about disability benefits, improving money management skills, and reducing risk of financial exploitation. Jim enez-Solomon et al. (2016) identified critical elements of a peer-supported economic empowerment intervention. They included (a) engagement of individuals in meaningful conversations about their dreams and financial goals, (b) hope-building to shift away from self-defeating narratives through stories of economic empowerment success, (c) financial wellness planning, (d) financial skills coaching, (e) service navigation, and (f) mutual emotional and social support.
It is unclear how widely available are interventions focused on increasing monetary resources. Moreover, as important as interventions like these may be, they need to be complemented by efforts to address the core reasons why people with SMI have such low incomes. The core reasons lie in macro-systems outside of the typical concern of CMH systems. In essence, people are poor because most societies, at least in North America, refuse to provide sufficient income for people with disabilities and to address systemic barriers to increasing their incomes. In part, the low incomes available through social welfare programs are based on the assumption that financial deprivation will spur the search for work (Gallie, Paugam & Jacobs, 2003; Hansen et al., 2014) , as well as an unwillingness to divert spending from other realms of government responsibility or increase taxes to transfer income from those who are not poor to those who are poor.
There has been limited growth in income support for the poor over the years that has led, at least in the United States, to the medicalization of the poor (Hansen et al., 2014) . Faced with the loss or instability of benefits, more people seek and receive a medical or psychiatric diagnosis to qualify for disability payments, leading mental health and chronic pain claims to become among the few means of accessing relatively stable benefits (Hansen et al., 2014) . These more stable benefits, however, introduce barriers that reinforce unemployment and deprive people of opportunities to increase their income. Stapleton et al. (2006) contend that disability policies remain rooted in a paternalism that presents obstacles to work and economic self-sufficiency. In some cases, there may be policies that place limits on savings when people receive benefits. In contrast, Stapleton et al. (2006) point to the value of Individual Development Accounts (IDA) in the United States, which enable people with disabilities to save without jeopardizing their benefits. With IDAs, people with low incomes are able to combine their savings with matching funds from public or private sources (Swarbick & Stahl, 2009 ).
More broadly, Stapleton et al. (2006) contend that income support policies have remained rooted in a medical model of disability and have not embraced the more current social-environmental model of disability that locates disability outside of the individual and considers it a product of social or environmental barriers. To be eligible for disability support programs, people must demonstrate an inability to engage in substantial income generating activities, by virtue of a medically determined physical or mental disability. The implication is that it is the characteristic of the person rather than the environment that is the barrier to employment. Moreover, it is the individual who has to declare their inability to work although they may desire to at some point, or may have the potential to work. This declaration may lead people to assume that they are not expected to work, or to be concerned that if they do work their benefits may be threatened or clawed back (Henry & Lucca, 2004) . It may also establish a wider perception among employers and the public that people with disabilities cannot or do not wish to work. This is in addition to the widespread stigma that people with mental health issues already face when in, or seeking to enter, the labor market (Russinova, Griffin, Bloch, Wewiorski & Rosoklija, 2011; Stuart, 2006) . Together this leads to what Stapleton et al. (2006) characterize as a poverty trap in which they ". . .can work, receive wages, perhaps obtain some in-kind supports, and live in or near poverty. Or they can severely limit their work, navigate the support system, and receive income and in-kind benefits that also leave them in or near poverty" (p. 715).
Improvements in income would require CMH systems to take a more focused interest in both income and employment policy, as they apply to people with disabilities. In terms of income policy and in the face of predictable resistance to increasing direct income benefits, improvements may come from a focus on other benefits which reduce out of pocket costs for people with SMI so that they can keep more of their income for personal needs (Nolan & Whelan, 2010) . These include programs such as pharmacare, subsidized public transportation, nutritional supplements, and housing subsidies. In terms of employment policy, this may include a focus on social and environmental barriers that restrict employment, including the expectation of reasonable accommodations on the part of employers for people with disabilities who wish to work.
Improvements in these areas would require the CMH community to adopt a more explicit and consistent interest in policy that affects people with SMI that is equal to its interest in individual-level interventions. It is certain that there are numerous examples of CMH practitioners and organizations working directly with those with policy expertise, as well as advocacy groups who are concerned with these areas. However, without broad-based efforts, solutions specific to people with serious mental illness may not be advanced. A perusal of national mental health strategies in the United States (New Freedom Commission on Mental Health, 2003), Canada (Mental Health Commission of Canada, 2012), the United Kingdom (UK Department of Health, 2011), and Australia (Australian Department of Health, 2008) reveals that these documents make no or only passing reference to poverty. None contain specific proposals to address poverty. At the same time, poverty reduction strategies and plans, whether issued from government bodies (e.g., Government of Ontario, 2014; Standing Committee on Human Resources, Skills and Social Development and the Status of Persons with Disabilities, 2010) or non-governmental groups (e.g., Center for American Progress, 2007) may not include specific tailored strategies to address poverty in this population (although there are some notable exceptions; Canadian Centre for Policy Alternatives, 2015) . Thus, the absence of focus on this issue from CMH services, governments, and groups interested in poverty reduction leads to inaction on the root causes of low income among people with SMI.
The Basic Needs Perspective
From a basic needs perspective, people are poor because they cannot meet their basic needs. At first glance, current CMH systems appear ready to address poverty from this perspective. Case management, in various forms, is a cornerstone of CMH services and, in addition to therapeutic support, links individuals to a wide range of other needed services and supports. There are also evidencebased interventions that directly address the core basic needs of housing and employment. In terms of employment, Individual Placement and Support (IPS) has demonstrated some effectiveness in enabling people to work. Across 16 randomized controlled trials of IPS, well over half of participants in these programs were able to gain competitive employment compared to only about a quarter of control group members (Drake, Bond & Becker, 2012) . However, from a monetary resources perspective, there is a lack of evidence that IPS is associated with significant increases in income to raise people out of poverty (Drake et al., 2012) . Although the additional earnings that are gained may contribute importantly to improving quality of life by enabling the purchase of necessities and to engage in more leisure activities, most program participants continue to receive income benefits (Drake et al., 2012) . Furthermore, from a basic needs perspective, despite the notable success in promoting access to employment, there is a lack of strong evidence of gains from IPS programs for other basic needs, such as social relationships or housing (Drake et al., 2012) .
Housing interventions like Housing First have consistently been demonstrated to be effective for helping people with SMI, including those who have histories of homelessness, to find and keep their housing (Aubry, Cherner, Ecker & Yamin, 2017) . However, they produce minimal benefits for increasing income or employment rates (Poremski et al., 2016) . Much like employment interventions, housing interventions on their own do not enable people to secure incomes that raise them out of poverty. Additionally, recent reviews of outcomes from Housing First programs show limited impacts on overall health, community functioning, as well as in social relationships, employment, and education (Aubry et al., 2017) . Much like with employment interventions, the housing outcomes are critical. However, these interventions have limited impacts on other basic needs, and people continue to face marginalization and exclusion.
As Drake and Bond (2017) have pointed out, a very small minority of eligible individuals-about 2%-are able to access IPS programs. Despite the support for and growth in Housing First programs internationally (Mangano, 2017; McDermott, 2017; Pleace & Bretherton, 2017; Trainor, Curwood, Sirohi & Kerman, 2017) , these programs are not yet offered on a scale to house everyone in need. A critical characteristic that they both share with most other CMH programs is that they are individual-level interventions. They seek to meet these basic needs of individuals on a one-by-one basis. Despite the merits of individual-level intervention given the great unmet employment and housing needs, it is unlikely that sufficient funding would ever be made available to fund these programs so that all eligible and in need would have access to them. However, CMH is not the only sector that seeks to address the problems of unemployment, homelessness, or social isolation, and it may be worth considering the extent to which CMH is an inward looking field whose specialization on issues related to SMI has limited its progress in areas such as housing and employment.
There are some areas where specialization on issues related to mental illness is required. Indeed, the focus of CMH interventions on SMI carries some advantage. The mental illness label provides a basis for individuals to make claims for treatment and services from medical and mental health systems. It can lead to access to services and supports that other marginalized people may not have access to. In the Canadian province of Ontario, the location of housing programs within the Ontario Ministry of Housing and Long-Term Care has led to the implicit identification of housing as a health intervention, and has led this stock of housing to be one of the few social housing stocks that has seen consistent, if still inadequate, growth since the late 1990s (Sylvestre et al., 2007) . The mental illness focus may, however, limit the potential for CMH to address issues such as poverty and basic needs, as it leads to a preponderance of narrow efforts, rather than a broader set of cross-sectoral efforts to emancipate people from marginalization and poverty.
In recent discussions of the transformation of the CMH system, the focus is on transformation within the CMH system itself (e.g., Nelson, Kloos & Ornelas, 2014b) rather than on a more expansive view that seeks to connect CMH to other systems with shared concerns. The existence of a specialized system may not only promote an inward focus, it may signal to other sectors that they need not be concerned although they may be directly addressing issues that affect people with SMI.
Consequently, there is a need for a CMH system response that seeks to work with other providers, programs, and systems to address issues related to basic needs. This can occur at local levels through housing, employment, community safety, or food security. These activities can also be targeted at broader levels to address funding and policy issues that affect a broader constituency of people.
The Capabilities Perspective
From a capabilities perspective, people are poor because of their unfreedoms or limited capabilities. These limited capabilities diminish people's functionings. As we have seen, improvements in some areas of basic needs, such as housing and employment, may not lead to improvements in other areas of life. Nor should we expect that increased income alone would lead to wholesale transformation in the lives of people with SMI (although such increases would certainly be welcome and beneficial). These observations suggest a wide range of restrictions on the capabilities of people with SMI. Although some of these restrictions may be linked to the nature of the disability itself, others are undoubtedly found at other ecological levels. We have already pointed to some of these at broader macro-policy levels; however, they almost certainly exist in levels more proximal to the daily lives of people with SMI. A key question we should ask is whether the current orientation of CMH systems is able to highlight and address these limits on capabilities.
About 25 years ago, Anthony (1993) proposed the recovery concept as a guiding vision for mental health services, defined as a "deeply personal, unique process of changing one's attitudes, values, feelings, goals, skills, and/or roles. It is a way of living a satisfying, hopeful, and contributing life even with limitations caused by illness" (p. 15). The recovery concept was a necessary pivot from more treatment and rehabilitation-oriented services that held little promise for promoting social inclusion and more rewarding lives for people with SMI. The value of the recovery concept was in its recognition that CMH services and systems must be oriented to people's expressed goals and needs. However, the approach has been limited by the emphasis on the unique personal process of recovery without a full appreciation of the many barriers to recovery that are not personal. They are shared, and they are rooted in settings, communities, programs, policies, and systems that exclude and marginalize. Although spurring more client-centered programs, the recovery concept may also have privileged individual-level services or programs (see e.g., Slade et al., 2014) at the expense of the need for environmental accommodations or social change (Davidson, O'Connell, Tondora, Styron & Kangas, 2006) .
The capabilities perspective highlights the need for environmental changes and is, therefore, an important complement to the recovery concept. It brings with it a necessary social justice orientation that is too frequently absent from discussions within the CMH sector. This orientation aligns with the citizenship concept, which has also been proposed as a complement to recovery (e.g., Rowe, 2015; Sylvestre, 2017) , and which also points to environmental and social change rather than only individual-level change. Rowe (2015) has noted that social exclusion results from communities that deliberately exclude and has highlighted a citizenship agenda that "would push communities to welcome people in from its margins" (p. 19). In the context of community-based housing, Sylvestre (2017) has described a citizenship agenda focused on documenting discrimination and denial of services, and advocating for equitable access to community settings and resources, and developing and seeking opportunities for increased participation in formal and informal community settings and groups. Promoting citizenship, then, much like increasing capabilities, involves a focus on changing those settings where people are or wish to participate.
We have, earlier in this paper, pointed to the importance, from a capabilities perspective, of mediating structures (Shinn, 2015) , such as CROs (Brown & Rogers, 2014) . There are likely numerous examples of CMH practitioners and organizations working in coalition with other community partners to create settings and groups in which poor and marginalized communities can meet in fellowship with other communities. It is critical, however, that these types of activities be considered core to CMH practice and not ancillary.
Evans, Rosen, Kesten and Moore (2014) have identified community poverty reduction coalitions as being instrumental for increasing the impacts that organizations with limited resources can have on complex social problems. Such coalitions can be built on pre-existing relationships but ultimately require a lead organization with strong organizational capacity. Rowe (2015) described the Citizens project built on a community coalition including people with lived experience that would address issues of homelessness and mental illness. Rowe identifies risks from such a coalition, including that social service organizations may dominate such coalitions as well as privilege an orientation toward offering immediate help to those in need rather than the creation of a more welcoming social and economic environment for homeless people. Rowe also documents the challenges of a sufficient, sustained membership in the coalition. Nonetheless, Rowe offers a description of the strategies undertaken to address these challenges, but also points to the value of a citizenship perspective for directing efforts to address policy and programmatic gaps to promote community inclusion of people with mental illness. Rowe also identifies such a coalition as a potential mediating structure to connect people from diverse backgrounds together.
The Role for Community Psychologists in Addressing Poverty
The suggestions that we have made for reorienting the CMH sector to better address poverty align well with the values, skills, theories, and methods of community psychologists. Maton, Humphreys, Jason and Shinn (2017) have highlighted the multiple assets that community psychologists bring to policy work. In their work, community psychologists have a keen understanding of multilevel ecological thinking which can serve as an antidote to simplistic and non-contextualized understandings of social problems (Maton et al., 2017) . The work of community psychologists is also informed by values of empowerment, citizen participation, social justice, and social change (Maton et al., 2017) . These values can inform policymaking processes by ensuring that those directly affected by policies are included and meaningfully influence the policymaking process.
Community psychologists can also contribute to policy change through research and evaluation. Community psychologists are familiar with both secondary analyses of large administrative databases that can highlight how people with SMI are affected by particular policies or change strategies, as well as intervention research and evaluation on a smaller scale to assess the effectiveness of particular interventions. Equally important, community psychologists can leverage qualitative research to bring to light the lived experiences of poverty, as well as participatory action research to enable people with lived experience of SMI and poverty to direct research toward the issues and questions of greatest concern to them.
Notably, community psychologists such as Brown and Wituk (2010) , and Nelson, Janzen, Ochocka and Trainor (2010) have also been central to demonstrating the importance of CROs as key mediating structures for marginalized people with SMI. The support and further development of these organizations can ensure that they will take leadership roles in policy formulation and action against poverty. At a community level, one of the key roles that community psychologists may play is as community developers and change agents who broke and support community coalitions working to address poverty. In this work, the values that guide the work of a change agent are as important as his or her skills or knowledge. More specifically, the outcomes of such work must not only be effective poverty reduction strategies, but also a stronger voice, greater empowerment, and more effective citizenship for those directly affected by poverty (Sylvestre, 2014) .
Community psychologists also bring skills related to coalition building. Given the need for cross-sectoral collaboration, community psychologists could play critical roles in developing facilitating, and studying these coalitions to address the problem of poverty, as well as related issues of housing insecurity, unemployment, and food insecurity. In these coalitions, the active participation of people with lived experience of SMI including representation from CROs can help to shift perceptions of people with SMI. This kind of contact can highlight common needs and interests of people with SMI, and challenge any preconceptions of dependency, helplessness, or inability. There is a need for large-scale, advocacy campaigns to change the stigma attached to SMI. The poverty of people with SMI is undoubtedly linked to the devaluing of people with SMI in North America. However, work in local coalitions where people who are marginalized for any number of reasons can find common cause and work together with local partners to make change is another important avenue for attitudinal change while also addressing local issues.
Finally, community psychologists can contribute through research. There are opportunities to better document the scope and experience of poverty among people with SMI, and to better document and evaluate the range of interventions that have been launched to redress poverty. One particular avenue is with respect to the measurement of capabilities. As we have noted, available measures rest on subjective evaluations of capabilities. They likely miss the environmental, programmatic, settings-based, and systemic limits on capabilities that individuals are unaware of or that are not assessed in available tools. Although some of these limits on capabilities are at broader ecological levels in national or state/provincial policies, others are more regional or local. Progress in the measurement of capabilities may lie in the development of tools which attempt to document these limits on capabilities through an ecological assessment of communities and local systems. In addition to documenting these limitations, such assessments would highlight where concerted social action is needed.
Conclusion
As this paper makes clear, addressing poverty will require multi-sectoral and multidisciplinary research and action. Community psychologists are well-acquainted with diverse disciplines as our interests typically require collaborations with those who have complementary expertise.
Our fieldwork regularly brings us into contact with those with diverse training and experience. Community psychologists, in particular, may be comfortable working on such a complex issue with a diverse set of partners. As we noted at the outset of this paper, however, poverty has become a seemingly intractable problem among many people with SMI despite a seemingly vibrant field of CMH. In this paper, we have presented diverse ways of thinking about and acting toward addressing this important issue. The solutions are not yet clear but the work to find them is necessary. Community psychology has much to contribute to the issue of poverty among people with SMI and it is hoped that a re-engagement of CMH by community psychologists can spur need traction in eradicating this significant but unnecessary social problem.
